Objective To examine the mediating role of stigma on the links between family cohesion and quality of life (QoL) in children with epilepsy and their parents. Methods Participants were 192 families attending three Portuguese public hospitals. Children and parents completed self-report measures of family cohesion, stigma, QoL, and health-related QoL (HRQoL). Neurologists assessed clinical variables. Structural equation modeling within the framework of the actor-partner interdependence model was used. Results The final model showed a good fit to the data, explaining 43% and 35% of the QoL outcomes of children and parents, respectively. Family cohesion was positively linked to QoL outcomes, directly for children and parents, and indirectly for children only, by way of negative links with perceived stigma. At the dyadic level, parents' perceptions of family cohesion were positively associated with children's HRQoL. Conclusions A routine screening of those patients experiencing poorer HRQoL should include the assessment of family relationships and stigma.
Over recent decades, health-related quality of life (HRQoL)-a subdomain of the more global construct quality of life (QoL) 1 -has become a widely studied issue in investigations of clinical decision-making in pediatric epilepsy and has been proven helpful for understanding the impact of the condition and its treatments on children and their families (Ronen, Streiner, & Rosenbaum, 2003; Ferro, 2014; ) . Recent longitudinal studies examining children's HRQoL trajectories have brought new understanding of why epilepsy is much more than seizures (Ferro et al., 2013; Ramsey, Loiselle, Rausch, Harrison, & Modi, 2016) . While a high percentage of children in the 2 years following diagnosis seem to be functioning well, there is still a significant percentage who struggles with multiple aspects of daily life, despite improved seizure control and decreased side-effects (Ferro et al., 2013; Ramsey et al., 2016) .
A growing body of research within pediatric epilepsy shows that family factors, namely, those related to family environment and functioning, are among a robust set of factors predicting children's HRQoL, and that they exert their influence independently of disease factors (Rodenburg, Meijer, Dekovic, & Aldenkamp, 2005; Wu, Follansbee-Junger, Rausch, & Modi, 2014) . The relevance of family functioning appears particularly important to the social and emotional components of children's HRQoL (Ramsey et al., 2016) . With regard to parents, more supportive family environments have been associated with better QoL (Shore, Austin, Huster, & Dunn, 2002) .
A central dimension of the family environment is family cohesion. This term refers to the extent to which family members are supportive of, and committed to, the family (Moos & Moos, 1986) . Cohesive families are generally described as exhibiting warm and positive emotional relationships within and across family subsystems (Barber & Buehler, 1996) . Little is known about the specific role of family cohesion in the HRQoL of children with epilepsy and in the QoL of their parents. Additionally, there is a scarcity of studies examining the specific mechanisms through which family factors, such as family cohesion, may be associated with QoL outcomes in these families. One possible pathway is through perceptions of stigma.
The World Health Organization/International League Against Epilepsy/International Bureau of Epilepsy have carried out a global campaign to bring epilepsy out of the shadows and change public attitudes (Baulac et al., 2015) . Nevertheless, stigma is still a major piece in the hidden burden of epilepsy for patients and families, even in countries known for their higher standards of epilepsy medical care-like southern European countries (Baker, Brooks, Buck, & Jacoby, 2000; Malmgren et al., 2003; Baulac et al., 2015) . Stigma can result either from facing real episodes of discrimination on the grounds of holding an undesired attribute, that is, seizure condition (enacted stigma), or from the fear of encountering discrimination at any time (felt stigma) (Austin, MacLeod, Dunn, Shen, & Perkins, 2004) . In Western societies, felt stigma is a more pervasive problem than enacted stigma (Baulac et al., 2015) .
For families with a child with epilepsy, dealing with the stigmatizing nature of epilepsy becomes a family matter (McNelis, Buelow, Myers, & Johnson, 2007) . Parents play a key role in the process by which children with epilepsy come to understand and cope with their undesired difference (Lambert, Gallagher, O'Toole, & Benson, 2014) . Of particular relevance seems to be the way parents interact and communicate about epilepsy, either verbally or nonverbally, both within and outside the family (O'Toole et al., 2015) . The fact that epilepsy becomes overtly visible only during times of a seizure leads some parents to limit disclosure or even to keep their child's diagnosis a secret, while restraining their participation in social events and relocating their family time from recreation outside to inside the house (Austin et al., 2004; Lambert et al., 2014; Painter, Rausch, & Modi, 2014) . Children perceiving higher levels of stigma feel embarrassed about having epilepsy. They are afraid of being regarded as different from their peers and of being teased and bullied if a seizure occurs in front of others (Austin, Perkins, & Dunn, 2014) . These emotions negatively impact their HRQoL. With regard to parents' QoL, the impact of perceived stigma remains to be examined in further detail.
The ways in which the family, as a system, addresses epilepsy-related stigma needs further clarification. Children with epilepsy and their parents share the same family environment and experience together the process of living with epilepsy with all its associated challenges and concerns. This joint context of development sets the stage for dynamic mutual influences between children and parents, at the level of behavior, feelings, and thoughts, that take place over time, as emphasized by the transactional model of development applied to family functioning (Fiese & Sameroff, 1989) . However, while the interdependence of the members of family dyads has increasingly been acknowledged in literature (Kenny, Kashy, & Cook, 2006; Driscoll, Schatschneider, McGinnity, & Modi, 2012) , research questions and data analytic strategies usually focus separately on either parents or children. This happens even when information from both the child and the parent are available, a fact which represents a failure to consider how this shared relational experience may influence outcomes.
The present study aimed at examining the dyadic associations between family cohesion, perceived stigma, and QoL outcomes in dyads of children with epilepsy and their parents. Specifically, we tested the role of stigma as a pathway through which family cohesion is associated with the QoL of both children and parents. We used the actor-partner interdependence model (APIM) (Kenny et al., 2006) , a data analytic approach that takes into account the interdependence of children's and parents' appraisals and enables the simultaneous examination of the impact of a person's score on a predictor variable on both their outcome variables (actor effect) and on the outcome variable of the other element of the dyad (partner effect). To examine these relationships following the initial crisis of diagnosis (Rood, Schultz, Rausch, & Modi, 2014; Ramsey et al., 2016) , only families 9 months past initial diagnosis were included.
Our main hypotheses were: (1) children's and parents' perceptions of family cohesion would be positively related to their own (actor effects) and the others' (partner effects) QoL outcomes; (2) children's and parents' perceptions of stigma would be negatively related to their own and others' QoL outcomes; (3) children's and parents' perceptions of family cohesion would be negatively related to their own and others' perceptions of stigma; and (4) perceptions of family cohesion would be related to QoL outcomes of children and their parents, both directly and indirectly, via perceptions of stigma. The rationale behind these hypotheses is the idea that family cohesion may possibly function as a resource for dealing positively with the diagnosis of epilepsy, namely, with the threat of stigma that epilepsy may bring and that it may lead to better QoL outcomes for both children and parents. Finally, acknowledging previous evidence of the influence of children's age, epilepsy severity, and family socioeconomic status (SES) on children's QoL (Austin et al., 2014; Ferro, 2014) , a further exploratory aim was to investigate if results were valid across children's age groups (children vs. adolescents), epilepsy severity groups (low vs. moderate/high), and family SES (low vs. medium/high).
Method

Procedure and Participants
The Boards of Directors of three Portuguese public hospitals from the central and southern regions of the country approved the study. The participants were children with epilepsy and one of their parents were recruited at the pediatric outpatient services. The eligibility criteria for study participation included (1) clinical diagnosis of epilepsy made by a pediatric neurologist at least 9 months previously; (2) child age between 8-18 years; (3) absence of developmental delay or other nonneurologic conditions (e.g., asthma requiring daily medication); and (4) parent referred to as the primary care provider for health-related issues. Children with comorbid attention deficit/hyperactivity disorder, specific learning difficulties (dyslexia, dysorthographia, dyscalculia) or behavioral or emotional problems were included because of the high rates of prevalence of these disorders in childhood epilepsy. Excluded from the study were children with an IQ lower than 70, as shown in medical records, and those not attending mainstream schools. Potential participants were invited to take part during the children's routinely scheduled neurology appointments. Medical staff checked the daily scheduled appointments in advance and determined the children's eligibility according to the study's inclusion/exclusion criteria. Data collection with a convenience sampling method was conducted between July 2012 and September 2014. Families were only invited to participate if they met inclusion criteria. Informed consent and assent were obtained from each participating parent and child, respectively. A 94% recruitment rate was achieved; time constraints were the main reason for nonparticipation. No compensation was given to participants. Parents and children completed the questionnaires independently in a room designated for the research purposes on the day of their appointment. Children with reading difficulties received researcher assistance to complete the questionnaires. Neurologists assessed clinical variables at the end of the clinical visit.
Measures
Family Cohesion
Children's and parents' perceptions of family cohesion were assessed with the 9-item subscale from the Portuguese version of the Family Environmental Scale (Moos & Moos, 1986) . The cohesion subscale assesses family members' perceptions of the degree of commitment, help and support within the family (Moos & Moos, 1986) . Examples of cohesion items are "Family members really help and support one another" and "There is a feeling of togetherness in our family." The participants responded using a 6-point Likert scale ranging from 1 (completely disagree) to 6 (completely agree). Mean ratings were calculated, with higher scores indicating higher levels of family cohesion. This subscale has demonstrated adequate internal consistency and construct validity (Sanford, Bingham, & Zucker, 1999 ). In the current study, the Cronbach's alphas for parents and children were .84 and .82, respectively.
Perceived Stigma
Parental perceived stigma was assessed using the Portuguese version of the Parent Stigma Scale (Austin et al., 2004) , which is a five-item instrument developed to assess caregivers' belief that their child is experiencing stigma or might experience stigma because of having epilepsy. An example item is "People who know that my child has a seizure condition treat him/her differently." Parents responded using a 5-point Likert scale ranging from 1 (strongly disagree) to 5 (strongly agree). Mean ratings were calculated, with higher scores indicating higher levels of perceived stigma. Children's perceived stigma was assessed using the Portuguese version of the Child Stigma Scale (Austin et al., 2004) , an eight-item instrument on which children are asked to indicate how often they have had feelings related to internalized stigma (e.g., feeling different, being embarrassed about having seizures, avoiding disclosure) using a 5-point scale ranging from 1 (strongly disagree) to 5 (strongly agree). Item scores are summed and then averaged for a total stigma score, with higher scores representing greater perceived stigma. Both the parents' and the children's scales demonstrated adequate internal consistency, reliability, and construct validity in past research (Austin et al., 2004) . In the current sample, the parents' and children's coefficient alphas were .69 and .77, respectively.
QoL Outcomes
Parents' QoL Parents' QoL was assessed with the Portuguese version of the Eurohis-QoL (Schmidt, Muhlan, & Power, 2006) . This eight-item measure (e.g., "How satisfied are you with your health?") is a brief indicator of overall QoL and includes four domains (social, physical, psychological, and environmental) represented by two items each. It is answered on a 5-point Likert scale ranging from 1 (not at all/very dissatisfied) to 5 (completely/very satisfied). Higher scores indicate better QoL. In the current sample, the Cronbach's alpha for this scale was .83.
Children's HRQoL
For children, the Portuguese patient version of the Disabkids Chronic Generic Measure (DCGM) was used (Schmidt & European Disabkids Group, 2006) . The children answered an abbreviated version of the instrument (12 items). The DCGM focuses specifically on the concept of HRQoL and measures the perceived impact of the chronic health condition and treatments on patients' lives (e.g., "Does your condition bother you while you play or do other things?"). The questionnaire was answered using a 5-point Likert scale ranging from 1 (never/ not at all) to 5 (always/extremely). Higher scores indicated better children's HRQoL. The Cronbach's alpha for DCGM in the current sample was .87.
Sociodemographic information
The sociodemographic information was reported by the parent and included parents' and children's age and sex, parents' marital status, employment status, and education level. The SES of each family was classified into three levels (low, medium, high) according to an accepted classification system for Portugal based on the parents' jobs and educational level (Simões, 1994) . Most of our sample is composed of families belonging to the low SES, which is associated with lesser-qualified employees in construction or manufacturing, with less than a 9th grade education.
Clinical variables
Neurologists reported on epilepsy variables (e.g., age of onset, time since diagnosis, seizure type, seizure frequency, medication, and time since last seizure) and rated its overall severity, by filling out a medical chart specifically designated for the study at the end of the clinical visit. The severity of epilepsy was assessed with the neurologist-reported Global Assessment of Severity of Epilepsy (Speechley et al., 2008) , which asks clinicians to rate their patients' overall epilepsy severity since their last visit using a 7-point scale in light of their patients' current clinical situation (seizure frequency, medication requirements, and side effects) and impact on daily life activities. Higher scores indicate more severe epilepsy. The Global Assessment of Severity of Epilepsy (GASE) scale demonstrated adequate validity and reliability (Chan, Zou, Wiebe, & Speechley, 2015; Speechley et al., 2008) .
Data analyses
Preliminary descriptive statistics and correlations were computed for all study variables using the Statistical Package for the Social Sciences v.21.0 (SPSS Inc., Chicago, IL, USA). For analysis purposes, SES was dichotomized into two levels: low (n ¼ 110, 57.3%) and medium/high (n ¼ 82, 42.7%), given the limited number of family households belonging to the highest SES. The lack of homogenous distribution of the sample across the seven levels of epilepsy severity led to this variable being dichotomized into two levels: low (1-2) (n ¼ 101, 52.9%) and moderate/severe (3-7) (n ¼ 90, 46.8%).
We applied the APIM as proposed by Kennyet al. (2006) to analyze the data. Because we hypothesized that the relationships between family cohesion as the predictor and QoL as the outcome would be mediated by perceived stigma, we built an actor-partner interdependence mediation model (APIMeM) (Ledermann, Macho, & Kenny, 2011) . This option took into account the interdependency of children's and parents' scores and enabled us to estimate the impact of actor effects within a group, partner effects from one group on another (partner effects), as well as the indirect effects between the predictor and the outcome variables of both family members. APIMeM was tested within a Structural Equation Modeling framework, using the Analysis of Product Moments software (AMOS, v.21.0). Using the dyad as a unit, all exogenous variables (cohesion of parents and of children) and the endogenous variables' error terms were correlated across the dyad members to account for the nonindependence of children and their parent's scores (Kenny et al., 2006) . Maximum-likelihood estimation procedures were used. The model's goodness of fit was assessed using the reference values for the main fit indices: v (Hu & Bentler, 1999) . The statistical significance of the indirect effects was tested via biascorrected (BC) bootstrap analysis. As recommended by Williams and Mackinnon (2008) , parameter estimates and confidence intervals (CIs) of the total and specific indirect effects were generated based on 1,000 random samples. Mediation was demonstrated if the 95% BC CI for the parameter estimate did not contain zero. Multigroup analyses were conducted to determine the degree to which the model was comparable between the children's epilepsy severity groups (low/mild vs. moderate/high), age groups (children vs. adolescents), and SES (low vs. medium/high). The v 2 -difference method was used to compare the structural weights model with the model in which no cross-group constraints were imposed. Following Byrne (2010) , a model was considered invariant if the v 2 difference was nonsignificant.
Results
Sample Characteristics
The study comprised 192 dyads of children with epilepsy and one of their parents (mainly mothers, 84.9%). Children and parents ranged in age from 8 to 18 years (M ¼ 11.9; SD ¼ 3.10) and 29 to 58 years (M ¼ 41.5; SD ¼ 5.7), respectively. The mean time since diagnosis was 53.3 months. In 61.4% of the cases (n ¼ 118), the length of time since diagnosis was >24 months. Most of the children (88%, n ¼ 169)
were on anti-epileptic medication and had not had seizures in the past 9 months (65.6%, n ¼ 126). In terms of epilepsy severity, 52.9% (n ¼ 101) of them were assessed as presenting with low severity epilepsy, and 46.8% (n ¼ 90) with moderate/high severity epilepsy. Table I presents a summary of the demographic and clinical characteristics of the sample.
Preliminary Analysis
Descriptive statistics and Pearson's correlations among study variables are presented in Table II . Weak to moderate correlations were found among the main variables. At the individual level, family cohesion was negatively associated with perceived stigma and positively associated with QoL for both parents and children. At the dyadic level, significant positive associations were found between parents' and children's perceptions of family cohesion, perceived stigma, and QoL. Children's age was negatively associated with perceived stigma. The severity of epilepsy was positively associated with perceived stigma of parents and negatively associated with family cohesion and QoL of children. SES was positively associated with family cohesion for both children and parents, and with parents' QoL. Male was coded for 0, female was coded for 1.
Mediation Analyses
2
Low SES was coded for 0, medium/high SES was coded for 1. Low severity was coded for 0, moderate/high severity was coded for 1. Note.***p < .001; **p < .01; *p < .05.
Discussion
This study aimed to examine the interdependent relationships between children with epilepsy and their parents' appraisals of family cohesion and QoL and whether perceived stigma mediated these relationships. Hypothesized actor effects were mostly supported: when family cohesion levels were higher, both children and parents reported lower levels of stigma and better QoL. With regard to partner effects, we only found evidence for the significant role of parents' perceptions of family cohesion on children's HRQoL. Additionally, our key mediational hypothesis received partial support: family cohesion was positively linked to QoL, directly for children and parents, and indirectly for children only, via the negative links with perceived stigma. The final mediational model explained 44% and 34% of the variances in the HRQoL of children and the QoL of parents, respectively.
The positive links between family cohesion and QoL outcomes for both children and parents (actor effects) confirming our study's hypothesis 1 are consistent with an extensive body of research about the role of positive family interactions on individual family members' QoL within the context of pediatric epilepsy (Shore et al., 2002; Rodenburg et al., 2005; Austin et al., 2014) . Significant partner effects were also found, but only from parents to children: the more parents perceived their family to be cohesive, the better the children assessed their HRQoL. Similar patterns have been found in the context of pediatric asthma (Crespo, Carona, Silva, Canavarro, & Dattilio, 2011) and cancer (Santos, Crespo, Canavarro, & Kazak, 2015) . Two explanations can be offered for this partner effect. In fact, one of the most challenging tasks reported by parents is to encourage their child to talk about their epilepsy (McNelis et al., 2007) . We may speculate that the more committed parents are to the needs of their family in general and to their children in particular, the more they are able to respond and take initiatives that may bring about a good balance between their child's need for emotional support and their quest for normalcy-knowing when it is appropriate to bring epilepsy to the family agenda (Verhey et al., 2009 ) and, thus, contributing to the child's improved HRQoL. Moreover, parents are known for their important role as mediators in the communication process among health agents, school agents, and children and in taking the initiative and making decisions regarding treatment (Wu et al., 2008; Wagner et al., 2009) , behavior that ultimately influences children's HRQoL.
Our second hypothesis regarding a negative association between perceptions of stigma and QoL was confirmed for both parents and children, although in the final mediational model, the relationship only remained significant for children. The detrimental role of perceptions of stigma for the HRQoL of children with epilepsy finds support in past research (Y. P. Wu et al., 2014) . In fact, a substantial number of children and adolescents with epilepsy report fear of being different, of being subject to teasing, and suffering from social isolation (Austin et al., 2014; Jacoby & Austin, 2007) . Moreover, studies have shown that perceived stigma may function as a barrier to the access to and use of educational, medical and social services, and recreational activities (Wu et al., 2008; Wagner et al., 2009; Painter et al., 2014) , a limitation that may have a negative impact on the HRQoL of children. Contrary to what had been predicted, parents' perception of stigma was not associated with children's HRQoL (partner effect). A possible explanation comes from studies that compare child self-report and parent-proxy reports of children's HRQoL, showing that greater discrepancies are found in the present worries and secrecy domains (Ronen et al., 2003; Verhey et al., 2009) . It is plausible that when parents perceive their child is being stigmatized, they take specific action to minimize the impact of stigma and optimize their child's HRQoL. Additionally, when children experience more stigma, they may not communicate it to parents, in order not to worry them, and/or because they want to keep normalcy in their lives.
The negative association between family cohesion and perceived stigma (Hypothesis 3) is a novel finding in the field of pediatric epilepsy. Our results suggest that, within a cohesive family system, children and parents are less prone to perceive stigma. These results are in line with previous research, showing that lack of information and emotional support regarding epilepsy constitute two important predictors of perceived stigma in children with epilepsy (McNelis et al., 2007) . Contrary to expectations, family cohesion only had actor and not partner effects on stigma perceptions-how parents' or children individually perceived the cohesiveness of their family system did not significantly impact perceived stigma by the other member of the dyad. One possible explanation relies on the fact that low to moderate agreement is found between parent and child reports of perceptions and behaviors, in accordance with previous studies (Ronen et al., 2003; Verhey et al., 2009 ). This result underscores the importance of obtaining reports from both family members.
The mediation hypothesis (Hypothesis 4) was partially confirmed. For children (but not for parents), stigma mediated the association between family cohesion and QoL. Our results suggest that children who perceive their family as more cohesive may feel more confident about their family's overall ability and availability to respond consistently and affectively to their fears and concerns about life in general, namely regarding epilepsy, a fact which may ultimately lead to better HRQoL. A less cohesive family environment, whether distant or conflictual, may limit opportunities for children to openly share and discuss their fears and uncertainties (e.g., possible reactions of others in case a seizure takes place, needs for additional information), thus leading to higher levels of perceived stigma and, consequently, lower HRQoL. The absence of this indirect effect for parents most likely reflects the relatively weak association between perceptions of stigma and QoL, which did not hold in the final mediational model. One possible explanation is that, in our study, parents were asked about their belief that their child was experiencing stigma or might experience stigma (parental proxy-reports of children's felt stigma), not the degree to which they themselves felt stigmatized owing to their child's condition. Previous studies with caregivers of patients with concealable stigmatizable conditions (e.g., psychiatric disorders, Alzheimer's disease, HIV) have shown that a substantive percentage report feeling stigmatized through a process known as courtesy stigma (Perlick et al., 2007; Liu, Xu, Lin, Shi, & Chen, 2013) . Stigmatized caregivers often suffer physical and mental health problems and avoid seeking potential sources of social support to fend off anticipated rejection and/or embarrassment, which may lead to significant QoL impairments (Perlick et al., 2007) . Additionally, there were differences in the assessment of QoL: parents reported on their generic QoL, and children assessed their HRQoL. Whereas QoL is generally conceptualized as a broad assessment of well-being across various domains of life, the HRQoL construct is more sensitive to the specificities imposed by the presence of the chronic condition in the child's life, namely, stigma-related issues. Thus, the association between parental perceived stigma and QoL should be further examined in future studies.
The results of the present study are strengthened by the identification of the model's invariance across patients' age-groups, epilepsy severity, and SES. Our findings suggest that positive family relationships seem to function as a resource factor for better QoL outcomes of children with epilepsy and their parents in families in different age-groups, living with different levels of epilepsy severity and coming from both lowand medium/high-SES backgrounds.
These findings should be interpreted in the light of some limitations. First of all, although the paths tested in the mediation analysis were hypothesized according to the literature in the field (Kazak, 1989) , it is possible that the relationship between stigma and family cohesion is bidirectional; the experience of stigma may also have a negative impact on family relationships. Given the cross-sectional research design, it is not possible to establish causality among the variables. Second, given the complexity of the hypothesized dyadic mediation model and the number of parameters to be estimated, the sample size, although large for a clinical sample, may have been insufficient to provide the necessary power to detect small effects. This could explain the absence of a significant path between parents' perceived stigma and their QoL. Third, this study was limited to a Portuguese sample. The results may not be fully generalizable to other cultures, namely across Europe. European studies with adult patients with epilepsy found important cross-country differences at the level of felt stigma, knowledge about epilepsy, and quality of medical care provided, with Portuguese patients reporting lower levels of felt stigma, compared with those in Poland or France (Baker et al., 2000; Doughty, Baker, Jacoby, & Lavaud, 2003; Malmgren et al., 2003) . Relatedly, despite the multisite sampling process that combined families from three public hospitals of Portugal, and the fact that our sample's major clinical characteristics (e.g., epilepsy severity, seizure control, time since diagnosis) were comparable with those reported in other international studies with children with epilepsy (Speechley et al., 2008) , the convenience sampling method used in the data collection prevented representativeness of all families of a child with epilepsy, potentially limiting external validity. Given that the majority of our sample is composed of children with well controlled seizures and a long post-diagnosis course (on average 4 years), some caution must be placed when generalizing the results across the whole spectrum of epilepsies. Moreover, the majority of our sample (57.3%) comprised families belonging to low SES. This percentage is representative of the families that seek medical treatment care in the Portuguese national health system. Lower SES is associated with lower HRQoL in pediatric chronic conditions, namely in childhood epilepsy (Austin et al., 2004; Ferro, 2014) . Economic challenges may result in restricted access to quality health care and medication. Finally, as in most studies of pediatric epilepsy involving family members, the majority of parents were mothers, which may obscure gender perspective differences. Caution must be used when generalizing the results to both parents.
Despite the aforementioned limitations, the present study builds on and extends the current literature. Following well-established international recommendations, we adopted a multi-informant methodology, using both children and parent self-reports, in addition to neurologist reports of epilepsy variables. We addressed how children's and parents' perceptions of family cohesion, stigma, and QoL were associated, using a dyadic data analytic strategy that allowed us to test both actor and partner effects. Finally, we identified stigma as a specific mechanism through which family resources could lead to better HRQoL outcomes in children.
Psychological interventions designed to promote positive family resources and open discussion of epilepsy-related stigma may help to enhance children's HRQoL. The present findings suggest that those in less supportive families may be most at risk for higher stigma and worse QoL outcomes and should be targeted for services. This is further supported by longitudinal studies that show that most changes in stigma and QoL outcomes occur during the first 6-9 months after diagnosis, and then tend to stabilize (Ferro et al., 2013; Rood et al., 2014; Ramsey et al., 2016) . Given that parents and children may contribute to the silence around epilepsy and inadvertently relay a message that epilepsy should not be spoken about (Lambert et al., 2014; O'Toole et al., 2015) , assisting families to appropriately engage in dialogue surrounding epilepsy, both with each other and others outside the family may be an important avenue for intervention (Lambert et al., 2014) . Even if parents or children do not report stigma worries, clinicians should routinely ask families about this topic. These concerns may be particularly relevant in families whose children's seizure activity is less well-controlled, an important topic to be addressed in future research. Psychoeducational programs targeting both children and parents should place special attention to worries around epilepsyrelated stigma, explaining differences between real and perceived stigma; alerting for long-term implications of experiencing stigma; providing anticipatory guidance about how to best help family members to deal constructively with the child's seizures, namely, when dealing with others outside the family system, and what parents can do should their child experience stigma (Baulac et al., 2015) .
In conclusion, our findings emphasize the role of family cohesion in explaining the QoL of children with epilepsy and their parents. They further identify perceptions of stigma as a specific mechanism that mediates this relationship for children and extends the current literature on childhood epilepsy. The relevance of adopting a family-centered model of care and of routinely directing assessment and intervention efforts in the area of family functioning and stigma, especially among those patients experiencing poorer HRQoL, is highlighted by the present results.
